ARTICLE
Opinion is divided on who should follow up patients leaving secure care. Chaloner & Coffey (2000) believe that community supervision of such patients requires sensitive handling, a sound knowledge of mental health law and a firm under standing of risk management. They also suggest that the word 'forensic' causes controversy among mental health professionals outside of secure care, who often see 'the forensic patient' as dangerous.
History of community forensic psychiatry
The need for medium secure psychiatric provision across England and Wales was identified almost 40 years ago, in the Glancy (Department of Health and Social Services 1974) and Butler (Home Office 1975) reports. This was at much the same time as the growth in the idea of 'care in the community', with the closure of the old Victorian style psychiatric institutions and the introduction of community psychiatric provision. The Reed Report (Reed 1992) followed, suggesting a number of principles that are still adhered to across secure psychiatric services. These include: In 1994, the Maudsley Hospital in London established a forensic outreach service, utilising an integrated approach and collaborative working -'liaison, consultation and provision of support to psychiatric teams as they manage their patients' (Whittle 1998) . In many other parts of the country, both inpatient and community services for mentally disordered offenders and those requiring similar care were initially slow to develop. However, over the past decade there has been a significant expansion across a range of forensic services, including services for women, children and individuals with personality disorder. Community care has been enhanced by the introduction of functionalised teams (e.g. assertive outreach, early intervention, crisis resolution and home treatment). Pelosi & Birchwood (2003) , in debating the need and usefulness of functionalisation, note that the balance should be dependent on the needs of the local community. Coid and colleagues (2001) have suggested that the development of current forensic aftercare services was based on poor local aftercare provision in the 1970s, following the closure of large psychiatric hospitals. In a comparison of seven medium secure services in England and Wales, they found that these differed on a range of criteria. They felt that service development had been uncoordinated and that there was no consistency in the management of the patient's move from secure care back into the community.
A comparison of outcomes of aftercare provided by forensic and by general adult psychiatric services following discharge from medium security (Coid 2007) 
The needs of the patient
The demands of a 'forensic' mental health population are different from those of a general mental health population. In our experience, forensic patients are generally stable but are more likely to pose significant risk (compared with general adult patients) should they have a relapse of their illness. If it were not for the risks posed by a relapse of symptoms, it is likely that they would not be followed up by forensic community services (Szmukler 2002) . The building of good relationships based on trust is particularly important in caring for 'forensic' patients. There should be as little disruption as possible to continuity of care, because therapeutic relationships are essential to maintaining these patients in the community, especially in relation to treatment adherence (McClelland 2001) . A trusting relationship takes time to develop, especially in forensic populations, and rehabilitation should begin soon after admission (Lindqvist 2000) . Mohan et al (2004) have described three service models for the followup of patients discharged from medium secure care: parallel, integrated and hybrid (Box 1). Ozdural (2006) proposes forensic community teams as the ideal solution to caring for those in transition from medium security to the community. The community forensic mental health team plays an important role in surveillance, with a proactive response if circumstances change to increase risk. Judge and colleagues (2004) surveyed all 37 community forensic mental health teams in England and Wales at the time; they found that most operated in parallel with adult mental health services. All teams were concerned with risk assessment and management and very few had developed treatments to reduce offending behaviour. The authors found support for the development of a parallel community forensic service, but felt that more research was required to evaluate such services. Buchanan (2002) concludes that risk is the criterion most often used for the development of parallel services. He contends that the selection of mentally disordered offenders for forensic community services is more likely to be based on clinical needs that have been defined locally. The guiding principle for referral should be that the risk posed to others (because of the individual's mental disorder) can only be met by a specialist forensic community mental health team. Buchanan describes these needs in terms of clinical backgrounds that require greater ongoing observation and monitoring than the norm (i.e. increased risk of harm to self and others when unwell requires more frequent visits, resources such as day centres to structure the individual's day, etc.). Buchanan suggests that when a critical mass of such individuals is identified, the stretching effect on general adult services is profound, necessitating the setting up of specialist services. However, he states that even with a specialist service, there should be some integration with general services, rather than a full parallel service. He notes that the main strength of the parallel model is that it best minimises the risk of future serious offending by patients with a significant history of offending associated with psychiatric illness. It is unlikely that a busy community mental health team would be able to supervise such patients in the community with the same degree of risk minimisation. Turner & Salter (2005 , 2008 have argued for a reintegration of services, believing that 'high risk' patients -those thought likely to pose a high risk to others -should not solely be the reserve of forensic psychiatrists. They debate the disbanding of the specialty of 'forensic psychiatry' and the reallocation of its resources to the majority (local mental health teams).
Approaches to aftercare

Forensic community team
Box 1 Models of care for mentally disordered offenders on discharge from medium secure units
Parallel Forensic services that use this model provide both the in-patient and community components of the patient's care. Readmission would be to the medium secure unit and the forensic team would expect to provide a full long-term community service to patients under their care.
Integrated In this model, medium secure units provide in-patient treatment and once the need for such security has ended, general adult services take over the longer-term treatment/rehabilitation and integrate the patient into their services. Readmission, if necessary, would be to a local general psychiatric hospital.
Hybrid This model runs integrated services but uses 'shared care' in the critical period following discharge, with forensic services retaining long-term responsibility for the 'critical few' who are considered to be high-risk offenders, such as those on restriction orders. If readmission is necessary, it will usually be to a local general psychiatric hospital; in certain circumstances the patient will return to the medium secure unit (particularly in the case of the 'critical few'). (Gunn 1997; Snowden 1999; Mohan 2004) In a discussion of models of community care provision for mentally disordered offenders, Tighe and colleagues (2002) cited only six papers from peerreviewed journals between 1977 and 1999. In the main, the debate was whether teams should be parallel, hybrid or integrated into general teams. They concluded that, rather than being mutually exclusive, these models sit on a continuum and the model chosen should depend on the demographics of the population being considered. In discussing the practical application of roles for each type of service, they stress that the integrity of practi tioners can be maintained in both parallel and integrated services by having explicit lines of accountability.
Current provision
Holloway (2002) Holloway concludes that managing the complex presentation of mentally disordered offenders in the community requires specialist support, resources and training. In areas with a substantial forensic mental health population, specialist foren sic community mental health teams should be in place along the secure care pathway (Fig. 1 Gordon & Lindqvist (2007) note that a parallel model of care is followed in Germany; in other western European countries, a mixture of parallel and integrated care is adopted. Community services in eastern European countries are limited. The primary factors that influence the development of community services in different countries are their legal framework and history. In contrast to the various models in different states in the USA, the UK's integration of health and social care has played an important role in shaping the function and operation of community services. The White Paper Caring for People (Department of Health 1989) encouraged the development of locally based services and collaboration between the health, social and voluntary or third sectors, advocating the need for proper coordination to avoid fragmentation of care. Several factors are key to the success of an effective liaison model (Box 2). Primarily, there must be sufficient resources, and commitment at the service and commissioning levels. There must also be sufficient expertise within the liaison team. The team should be easily accessible, willing and able to work collaboratively and broaden their knowledge. All members of the team should work to a referral threshold that avoids overspecification of referral criteria. The liaison model works specifically by supporting and advising clinicians who work daily with mentally disordered offenders. The liaison model allows early interventionbefore an individual's risk increases or before reoffending occurs. Importantly, the responsible clinician role remains with the general adult service, engendering continuity of care. As a result, the liaison services can oversee a high caseload without retaining direct responsibility for patient care (Box 3).
Community forensic psychiatry in other countries
The liaison way of working
The liaison model in Wolverhampton
The Wolverhampton Mental Health Services Forensic Liaison Scheme (WMHSFLS) was set up by a group of interested clinicians in 1997. Within the West Midlands, there was dissatisfaction among commissioners and service providers (of both forensic and general adult mental health services) about the poor communication structures and clinical care pathways for patients at the inter face of these services. There was also a significant number of Wolverhampton patients placed 'out of area' in secure independentsector units who required continuity of care from local services. In 1997, the Hatherton Centre (a medium secure unit in Stafford) was approached to ascertain what interest they had in developing innovative and effective ways of working with adult mental health services in Wolverhampton (population 250 000). The clinicians and managers who were involved considered different approaches to caring for mentally disordered offenders and those individuals with similar needs. This led to the beginnings of the liaison model of care between the two services.
The liaison service was initially funded by the Mentally Disordered Offenders Strategic Assis tance Fund. Since it was granted Beacon status (a government award for models of excellence), the service has been fully funded. It is worth noting that the Wolverhampton scheme is run as a true partnership between the Forensic Mental Health Services Directorate of South Staffordshire and Shropshire Healthcare NHS Foundation Trust and Wolverhampton City Primary Care Trust's Adult Mental Health Services. It can, however, sometimes be a challenge to work within such different organisations with competing priorities.
The Wolverhampton scheme includes clinicians from the medium secure service in Stafford and the adult mental health services in Wolverhampton. The clinicians from the forensic service are also members of a multiprofessional clinical team at the Hatherton Centre with responsibility for the care of inpatients from Wolverhampton. The forensic service provides weekly sessions by a consultant forensic psychiatrist and a consultant forensic nurse, who are joint leads. A consultant forensic clinical psychologist provides two sessions a week (one for the scheme and one for direct treatment); a senior practitioner (social work) and senior forensic nurse complete the forensic service's side of the team. On Wolverhampton adult mental health services side, a senior nurse acts as coordinator, and there are three community mental health nurses attached to the three community mental health teams in Wolverhampton. Each of the three community mental health nurses holds the 'forensic' caseload for their respective team and the coordinator provides managerial supervision and leadership for these clinicians. The forensic consultant nurse provides regular clinical supervision to the scheme coordinator. One of the community mental health nurses is a Black and minority ethnic (BME) worker, recruited to the post to work with patients of African-Caribbean ethnicity. This nurse is formally linked to a voluntary service (African Caribbean Community The scheme has a distinct operational policy that has been developed and agreed by clinicians and managers from both trusts. This policy includes referral and discharge criteria and describes the activities and governance arrangements for the Wolverhampton scheme (Box 4). The emphasis is on patients being 'owned' by their local mental health service provider, with clinical responsibility being maintained by the appropriate local team unless the individual is admitted to secure care as an inpatient. Contact with individuals is maintained through the Wolverhampton scheme wherever the individuals may be (e.g. prison, bail hostel, secure unit), to ensure that the clinical pathway is as seamless as possible and that the individual returns to local services as soon as is clinically appropriate. Effective multiagency communication is an essential component of the scheme and there are excellent working relationships with other healthcare providers, criminal justice agencies and the voluntary sector (Box 5).
The forensic coordinator (based at Wolver hampton City Primary Care Trust) also attends levels 2 and 3 MultiAgency Public Protection Arrange ment (MAPPA) meetings and has developed effective communication systems with the agencies involved.
A similar scheme has been established by clinicians in Shropshire and a preliminary satisfaction survey among secondary services has indicated that it is a useful arrangement that provides helpful advice regarding risk assessment and management (C. Barkley, C. Davies, personal communication, 2009).
Referral process
All referrals are received by the forensic co ordinator. The Wolverhampton scheme generally prioritises referrals and followup reviews on the basis of their urgency, status, time since referral and the appropriateness of the individual's current placement (Box 6).
The WMHSFLS is a tertiary service and hence (normally) only accepts referrals from secondary mental health services in Wolverhampton. However, referrals are occasionally also accepted from a wide range of services (Fig. 2) . All individuals will have a care coordinator as per the care programme approach. The scheme has devised a form to be completed at the time of referral. Adequate information must be received (e.g. psychiatric reports and risk assessments by the forensic coordinator) for the referral to be processed effectively and promptly. If the referral is urgent, it will be tabled for review at the next scheduled meeting. Agreed referral criteria act only as a guide and the threshold for accepting referrals is fairly low to allow and encourage clinicians who have concerns regarding the risk behaviour of their patient to access a forum where they can discuss these concerns. Normally, patients being referred to the Wolverhampton scheme will have a forensic history and a suspected link between their offending behaviour and mental illness. The scheme will also accept a referral of a patient whose behaviour is causing concern but who has not come into contact with the criminal justice system.
Part of the role of the Wolverhampton scheme is early intervention with individuals whose behaviour/illness is likely to cause them to offend in the near future, in the hope of preventing them from reaching that stage. Care coordinators are expected to attend meetings at which any of their patients is being discussed. This enables continuity of care and is considered good practice. The risk management plan will be discussed, advice given and recommendations made. The scheme's community mental health nurse will send a letter to all relevant parties outlining the discussions that took place and explicitly stating the recommendations made.
The discharge process
No one is discharged from the Wolverhampton scheme without discussion with the care coordinator. Individuals whose mental health is stable and effectively managed will be the subject of a predischarge meeting involving the care coordinator. Discharge from the scheme would be considered if the general adult service did not take up the risk management strategies that the scheme recommended. Those individuals who move out of the area or are discharged from local mental health services will also be considered for discharge from the scheme. In addition to discharge, there could be other possible outcomes (Fig. 3) .
Evaluation of the WMHSFLS
In 2007 and 2010, we undertook evaluations of the Wolverhampton scheme. More detailed results appear in the online supplement to this article, and here we give only the key findings.
The operational data that we collected for the scheme in 2007 showed that most individuals referred to it had a psychotic illness and were living in the community. In 2010, a qualitative survey among staff at Wolverhampton Mental Health Services revealed that respondents found the scheme easy to access. The clinical advice/intervention found to be most important and useful to respondents was risk assessment and management. Only a small minority were 
Future directions
Liaison forensic psychiatry is an evolving field. An increasing number of services are being commissioned across the country that are adopting some or all of the principles of working in this way. The Bradley Report (Department of Health 2009 ) recommends cooperation between mental health and criminal justice services to create effective partnership working: it is evident that the experiences of the forensic mental health liaison scheme in Wolverhampton could inform the commissioning and operation of such services. The Wolverhampton scheme already addresses the practicalities of managing people with mental disorder within the criminal justice system, as outlined in the Bradley Report. And as the scheme is (and has been) an evolving service (changing to meet the needs and expectations of local services), we expect to incorporate further principles of the Report.
Conclusions
The liaison model is appropriate for the manage ment of mentally disordered offenders and others who present a risk to the community. It is time and costeffective (partly by reducing the time that individuals spend in secure care), reduces the number of inappropriate referrals to forensic services, empowers nonforensic clinicians and allows continuity of care for patients (particularly with the ongoing involvement of local mental health services). The Wolverhampton Mental Health Services Forensic Liaison Scheme is a successful partnership between two NHS trusts and usefully benefits local mental health services. Feedback for the scheme suggests that it is popular with generic services and is perceived as being both open and accessible. We believe that similar successful partnerships can be established more widely across the country. 
